THERE is no agreement on the significance of the adeiioma as a preeursor of carcinoma of the thy-roid and previous estimates of this relationship have varied considerably. Thus, Cope, Dobyns, Hamlin and Hopkirk (1949) (Doniach, 1960 ; Lindsay, 1960 300 examples of thy-roid adenoma were reviewed for control purposes. Necropsy material was excluded from the study and for the purposes of histological classification it was found convenient to employ a modification of the method described by Meissner and McManus (1952).
There are in the files of this department 113 examples of thyroid carcinoma occurring between the years 1933 and 1960 inclusive and these cases form the basis of the present investigation in which 300 examples of thy-roid adenoma were reviewed for control purposes. Necropsy material was excluded from the study and for the purposes of histological classification it was found convenient to employ a modification of the method described by Meissner and McManus (1952) .
It is appreciated that the distinction between a colloidal adenoma and a nodular focus of colloidal hypertrophy may be difficult and will depend to some extent on the bias of the individual observer but the diagnostic criteria applied were those enumerated by Lahey, Hare and Warren (1940) .
It was found necessary to include a small group of atypical adenomas. These tumours showed the atvpical features described by Hazard and Kenyoii (1954) and it is conceded that in reality they may be encapsulated carcinomas ; the absence of vascular invasion was, however taken to be the diaonostic criterion for I zn the exclusion of malignancy as proposed by Graham (1924) and later emphasised by Warren (1931) .
The age and sex distributions of the tumours were determined and a search was made for the presence of psammoma bodies. Carcinomas of multicentric origin were only accepted in cases showing discrete foci of tumour formation in both lobes of the thyroid or in one lobe and in an ectopic focus. A few non-encapsulated sclerosing tumours up to I cm. in diameter were included in a separate group.
For the consideration of the " lateral aberrant thyroid " the cases were divided into two groups. The first group included 4 examples in which an enlarged lymphatic gland was excised surgically and a primary carcinoma of the thyroid was discovered later. In the second group of 3 cases a thy-roidectomy failed to reveal a primary carcinoma.
In the examination of the parenchyma surrounding each tumour a search was made for the presence of squamous metaplasia, lymphadenoid change, Askanazy cell change and evidence of Graves' disease.
RESULTS
These are presented in Tables I to X. The distribution of the various histological types among the adenomas is shown in Table 1 . Three colloidal adenomas showed Multiple of thyroid   10-19  4  3  0  20-29  19  11  1   30-39  30  33  0  40-49  35  48  5  50-59  18  34  6  60-69  8  21  I   70-79  3  8  1   80-89  0  1  0  Unknown  4  6  0  Total  121  165   14   Table II shows the age distribution of the adenomas and the cases have been subdivided according to whether the tumours were solitary, multiple, or so numerous as completely to replace the thyroid. Tables III and IV show the sex distri-TABLE III tendency to papillary and tubule formation were described as having a mixed structure. Only 4 cases showed definite evidence of multicentric origin. The series included 6 examples of the non-encapsulated sclerosing tumour in 5 of which there was no evidence of lymphatic metastasis; in one of these 6 cases there was histological evidence of Graves' disease in the thy-roid parenchyma surrounding the tumour. The association between carcinoma and the presence of psammoma bodies which occurred in 36 cases is shown in Table IX and the presence of these structures in a lymphatic metastasis is illustrated (Fig. 7) . (Fig. 9) .
In the first group of cases designated " lateral aberrant thy'roid " 3 examples showed typical lymphatic metastases clearly arising in each case from an invasive primary carcinoma of the thyroid; the primary tumour in the fourth example showed the typical features of a non-encapsulated sclerosing tumour. The second group included 3 cases in which minute examination of the thyroid failed to reveal a carcinoma or precancerous lesion. In one of these 3 cases a cystic nodule submitted for examination was erroneously diagnosed by the author as an ectopic papillary eystadenoma of thyroid origin (Fig. 10) ; further examination of the nodule showed, however, a margin of lymphoid tissue sufficient for its identification as a lymphetic gland (Fig. II) . In another case a series of " lateral aberrant thyroids " were excised over a period of 5 years ; these tumours had an identical structure and showed some evidence of very slow growth (Fig. 12) (1960) although the present study provides no pathological evidence for this view.
It has been stated by Means (1948) and by Piercy (1956) that the majority of thyroid carcinomas arise in pre-existing adenomas while the opposite view has been taken by Meissner and McManus (1952) , Sloan (1954) and Lindsay (1960) . The former view is usually based on clinical evidence but in this connection it has been pointed out by Pemberton (1939) (Sedgwick, 1952) and that this particular feature carries no added significance in benign or malignant epithelial neoplasms of the thyroid (Horn, 1954) . It has been suggested by others (Gardener, 1955 ; Marcus and Watt, 1961) that Hiirthle celled tumours are usually of low grade malignancy and cellular pleomorphism is of little significance (Horn, 1954) . The present series included more carcinomas than adenomas b-Lit the total number of cases is too small to permit definite conclusions. Although the precise nature of this tumour remains obscure and histolo ical assessment of malignancy may be difficult (Cheskv, Dreese and Hellwig, 1951) it should be retained in any classification until the problems mentioned above have been clarified. k5quamou8 metapla8ia and the Pre8ence of p8ammoma bodie8
In the present series there was no significant association between carcinoma and the presence of squamous metaplasia in the surrounding thyroid parenchyma. This finding is in agreement with the views of other authors (Klinck and Menk, 1951 ; Bullock, Hummer and Kahler, 1952) .
The distribution of psammoma bodies in the present series is such that their presence makes a diagnosis of carcinoma almost certain although their origin remains obscure. The same conclusion has been reached by several authors (Crile and Fisher, 1953 ;  Underwood, Ackerman and Eckert, 1958 ; Batsalkis, Nishiyama and Rich, 1960 ; Lindsay, 1960) . Lymj)hadenoid change and Grave8' di8ea8e It has been stated by Dailey, Lindsay and Skahen (1955) that there are significant statistical relationships between the incidence of thyroid carcinoma aiid Hashimoto's disease and between thyroid adenoma and Hashimoto's disease, but that there is no evident relationship between adenoma and carcinoma in thyroid glands affected by the Hashimoto process. The association between carcinoma and chronic thyroiditis and Hashimoto's disease has been noted by several authors (Lindsay, Dailey, Friedlander, Yee and Soley, 1952 ; Pollock and Sprong, 1958 ; Shands, 1960 ; Schlicke, Hill and Schultz, 1960 Greene (1957) that there has been a recent increase in the incidence of thyroid carcinoma while at the same time the incidence of Hashimoto's disease is said to have increased (McConahey, Woolner, Black and Keating, 1959) . Both these findings may, however, be explained by the recent increase in the amount of surgery undertaken as suggested by Winis (1961) when discussing the incidence of carcinoma.
It has been frequently stated that carcinoma of the thyroid and Graves' disease are two conditions which are only very rarely associated. Thus Pemberton and Black (1948) showed that in a coHected series of 1310 cases of thy-roid carcinoma only 1-75 per cent showed associated Graves' disease while Sokal (1954) found that thyroid carcinona occurred in only [0] [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] (Weller, 1933 ; Norris, 1937 ; Frantz, Forsvthe, Hanford and Rogers, 1942) and this conception has been used to explain the presence of " lateral aberrant thy-roids (Frantz et al., 1942) . It must be stated, however, that other workers (Hamilton, Boyd and Mossman, 1945 ; Keith, 1948) have not been able to confirm an embry ological basis for the presence of thyroid tissue in a lateral cervical position. The " lateral aberrant thyroid " was accepted by Crile (1939) as a distinct entity but in a later article (Crile, 1947) 
